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»  The vertical window blinds in
A standard health survey was conducted on July re.?i'iin:ﬁ:;gzasl’ 362, and 363
21, 2010. Deficient practice was identified with N 6" Sea. 364, and 367 1
the highest scope and severity at an "E” level. ¢+  Rooms 362, 363, 364, and 367 have
F 465 | 483.70(h) F 465 been painted to remove visible
sS=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL blue and black marks on the walls.
E ENVIRON ¢  The screw protruding/ exposed
from the commode in the
bathroom in resident room 367

! Based on observation and interview, it was

: determined the facility Tailed to provide a safe,

: functional, sanitary, and comfortable environment
: for residents, staff, and the public. The verticat

The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

plinds had slats missing, drywall was
chipped/marred in resident rooms, and a screw
was protruding from a commode base.

The findings include:

1. Gbservation of the facility during the
environmental tour on July 21, 2010, revealed the
following items were in need of
maintenance/rapair:

-the vertical window blinds in resident rcoms 361,
362, and 363 had siats missing;
-biue and black marks were observed on the wall

below the dry erase boards in resident rooms
362, 363, 364, and 367, ;
-a screw was profruding/exposed from the g
commode in the bathroom fn resident room 367,
-the drywall was chipped/marred below the

_w;ndow in resident reoms 361, 362, 365, 366, and;

has been covered.

e The drywali that was
chipped/marred below the
window in resident rooms 361,
362, 365, 366, and 367 has been
repaired.

s  The drywall that was ‘
chipped/marred beside bed one in |
resident rooms 365 and 367 has
been repaired.

1L '
An enviranmental round was conducted on
the Special Care Unit by the Nursing Director,’
Administrator, and the Maintenance Director:;
to ensure no other areas are in need of i
repairs.

1.

The Maintenance Director in-serviced the
Maintenance Department staff responsible
for daily rounds on the Special Care Unit
regarding the need for detailed rounds that
detect any item in need of repair.

The Nursing Director in-serviced the
interdisciplinary team, including the nursing
staff, therapy staff, social services and
recreational therapist, regarding the process
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: 367 pag F 485 for completing maintenance orders for areas
!

. identified that need corrective action as well
as the importance of recognizing areas in the
resident environment that need to be
repaired.

- -the drywall was chipped/marred beside bed one
| In resident rooms 365 and 367.

Interview on July 21, 20140, at 6:30 p.m., with the
Director of Engineering (DE) revealed the
Maintenance Depariment conducted daily rounds
to detect any items in need of repair. The DE
stated it was the responsibility of all staff to regort
any items in need of repalr and staff could initiate
work orders on the computer system at any time.

IV.

The Nursing Director and Maintenance
Director will complete rounds together one
time per month for three months on the
Special Care Unit to ensure that the facility

The DE stated the irems identified had not been provides a safe, functional, sanitary, and
reported and had been missed on the daily : comfortable environment for residents, staff
rounds. and the public.

Weekly environmentai audits will be

i completed by the Nursing Director or Charge
Nurse. Any areas identified will be submitted
to the maintenance department for
correction through utilization of the
maintenance work order system and
monitored by the nursing director and
maintenance director for correction of the
identified area. Results of audits by the
Nursing Director as welt as results of

i Maintenance Director/Nursing Director

: rounds will be reported to the Quality
Assurance Committee monthly for three
manths, for recommendations and further
follow-up as indicated. -
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